MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH =] -
DEPARTMENT, OF PUB HEALTH AND WELFA : ] e ™4 = -
wy u I..':agi:'lrali:n District No. -_L_:_gl8_Primnry Registration Dlutrict leQS___-__._negmrar'. No. __ "128'96 STATE FILE NUMBER

DO NOT WRITE
ON THIS STUB AMENDED oy

1. PLACE OF DEATH i 2, USUAL RESIDENCE (Where deceased lived. [f institution: Residence before

&, COUNTY a. STATE Mo. b.counry St ,Louls sdminion)

b. CCI)EY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. COITEY Inside Limlm
TOWN St. Louls 12 Hrs. 1own FPasadena Hills Yo 8 No [

<. FULL NAME OF {If NOT [n hoapital, give location) Inside Limits d. STREET (If cutside, give ‘location) Reside on Farm

wenton St, Lukes Hospital Yo Rl NoO APORESS 7329 Overbrook Dr. |van wen

EN (P;AME OF FIJE)CEASE.I) First Middle Laat 4, DSJE Month Day Year
Tint, z '
Yoe eremm Estelle May Goodman | oeam Dec, 27 1963
5. SEX 4. COLOR OR RACE 7. Married ) Never Married (] 8. DATE OF RIRTH | - AGE {last birthday) {(F UNDER | YEAR | IF UNDER 24 HR
Female White | WD oD | 5-29-94| 69 Wonihs | "Bays [ Houns”| " Min.
10a. USUAL OCCUPATION (Giva kind of work dona | 10b. KIND OF BUSINESS OR INDUSTRY| 1i. BIRTHPLACE {City and stals or country) | 12. CITIZEN OF WHAT COUNTRY
TYPLSE (E&F™ "™ | Finance Co. St, Louis, Mo, U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
William Stromberg Caroline Greiner Harry Goodman

15. WAS DECEASED EVER IN U.S. ARMED FORCES? Fo6. SOCHAL SECURITY NO. |17. INFORMANT Address

Nb no, or unknown) | (Hf yms, give war or dates of sarvice) Unknom MI' . Ha rry Goodman . 7 329 Overb rook
18. CTAUSE OF DEATH (Enter only one cauia per line for (a), (b), and (c). . INTERVAL BETWEEN
PART |. DEATH WAS CAUSED B NSET AND DEATH

IMMEDIATE CAUSE fo) Y \ , A {8 . w v, NIV N

VS 300
Rev. 4/59

1

_240dp|

-|DATE AMENDED

| I‘\
Conditions, if any, DUE T QL MNA MDD \L—‘ Al ) AL
which gave rite 10 —

sbove cause (a), A
?;?f.';"':'.':ﬁe""ﬂ(n ouE Yol 1O QAN‘OV\GJ\AJ\ th&;mm

PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH Bu? not related to the terminal PART IIl. I deceased war femals wa
disease condition piven in PART | (a) ga / there & preqnln:‘y'rlni 90 days

} l 0 Yes I Mo l O Unknow

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 20%. DESCRIDE HOW INJURY QCCURRED. {Enter nature of injury in PART | or PART I of item 18.}
PERERRMED? ) a O
YES NO 3

20c. TIME DF Hour Month, Day, Yesr
INJURY a.m.
p.m. -

20d. INJURY OCCURRED 20e. PLACE OF INHURY {e.g., in or about home, | 2. CITY, TOWN, OR LOCATION
WHILE AT WORK [ farra, factory, street, office bidg., ete))
NOT WHILE AT WORK [J

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

her ..
. 1 ded the d d from =y, 10 and lest saw . slive on

Death occurred ot ,?"b ,9 m on the date stated sbove, and 10 the best of my knowledge, from the causss stated.

22a. SIGNATURE (Degree or_titla} 22b. ADDRESS 22c. DATE SIGNED

Taler, /360 Dbp K (e /2 a2 7-&

23a. BURIAL, CREMATION,. 23b, DAT 23c. NAME OF CEMETERY OR CREMATCRY 23d. LOCATION (City, town, or county) -{State)

're"&?é’%’?é‘i"“‘”’ 112-30-63 Zion Cemetery St. Louis County

24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. |[26. R RAR RE
Drehmann-Harral, 1905 Union Blvd.| DEC 27 1962 JM /79,

(Licensed Embalmear’s Statement on Reverse Side)

USE BLACK INK
OR

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




Iauoxon L3719

‘ 1
“r ;'.“.
Ey Y
Aden o ;'-- . redTRS

S'I'ATEMEN‘I' BY I.ICENSED EMBALMER

- h
T -' -‘“l...'..‘

I hereby cenify_that the bo?_:!y whose name is “recorded on :the"r_e've;s:e_side of this certificate was embalmed by me,

Student Embaimer No.

. or by

-waorking under my personal supervision. . @ é/%
: ' - Signed

Student

Signature of Student Embalmer

Licensed Embalmer N

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITIN (Failure to comply
with the above constitutes grounds for revocation of license). . ’

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

Jf this bédy.ig not embalmed, fact should be so stated above.




